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Abstract: This research investigates the relationship between private religious involvement, 
measured by the individual’s frequency of prayer, and various dimensions of older adults’ 
physical and mental health in nine European countries. Using data from the 2004 ‘Survey of 
Health,  Ageing  and  Retirement  in  Europe’  (SHARE),  we  estimate  pooled  and  regional 
multivariate logistic regression models for four dependent variables: self-perceived general 
health, general physical health, functional limitations, and mental health. Our results suggest 
that  private  religious  involvement  among  the  population  aged  50  or  older  is  negatively 
correlated with all four health outcomes in the analysis. Moreover, we detect only minor 
cross-national variations in the prayer-health nexus within continental Europe. Although the 
cross-sectional nature of our data prohibits any statements about possible causal relationships 
underlying  the  observed  correlations,  the  evidence  presented  here  suggests  that  religion 
should be considered as a potentially relevant factor in future studies of older European’s 
health. 
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Introduction 
The number of studies addressing the role of religion in health increased substantially during 
the past two decades (e.g., Aukst-Margetic and Margetic 2005; George et al. 2002; Weaver et 
al. 2004). A particularly relevant subpopulation for such kind of analyses are elders, whose 
share in the total population is not only growing rapidly, but who are also the ones who tend 
to exhibit the highest levels of religious involvement and who are affected the most by health 
problems (e.g., Idler 1987; McFadden 1995; Weaver et al. 2005). This paper complements 
the so far almost exclusively U.S. centered literature by providing a comprehensive account 
of  cross-national  variations  in  the  correlation  between  religiosity  and  health  among  the 
population aged 50 or older in Europe. Drawing on data from the 2004 ‘Survey of Health, 
Ageing and Retirement in Europe’ (SHARE), we investigate the relationship between private 
religious involvement – namely individuals’ frequency of prayer – and various dimensions of 
older adults’ physical and mental health in nine continental European countries. 
Although the assumption of a general trend towards greater secularization has been 
challenged (e.g., Greeley 2003), the European public is unlikely to score as high on leading 
religious indicators as the U.S. population does (e.g., Princeton Religious Research Center 
1999). Moreover, studies from Scandinavian countries suggest that the role of religion in 
survival and coping with illness might be lower there than in the United States (cf. Cederblad 
et al. 1995; la Cour et al. 2006; Ringdal 1996). However, our study is the first to investigate 
the religion-health nexus in a representative sample of European elders and to contrast these 
findings with evidence from U.S. research. A further major issue addressed in our study is, 
whether  the  strength  and/or  the  direction  of  the  proposed  individual-level  relationship 
between prayer and health outcomes varies across the diverse ‘religious regimes’ in Europe, 
where, for example, some countries show high levels of formal religious affiliation, others 
have high levels of active religious participation, and yet others might be low on both but   3 
may  still  not  have  abandoned  religion  (cf.  Campbell  and  Curtis  1994;  Voas  2004;  Wolf 
2005). 
The  next  section  briefly  reviews  previous  empirical  evidence  about  associations 
between religion and physical as well as mental health (especially functional limitations and 
depression)  and  discusses  the  mechanisms  underlying  the  potential  relationship  between 
private prayer and health. Then we introduce our data, followed by a detailed presentation of 
(multivariate)  descriptive  findings  from  logistic  regression  models.  The  final  section 
concludes. 
 
Previous research on the religion-health connection: 
Empirical evidence and explanatory mechanisms 
In  studies  dealing  with  religiosity  and  physical  health  among  the  elderly,  functional 
limitations should be a particular concern because of their relatively high prevalence and their 
potentially serious consequences for the individual’s ability to cope with everyday activities 
and  to  live  independently  (cf.  Benjamins  2004).  There  is  clear  cross-sectional  and 
longitudinal evidence for an inverse relationship between church attendance and levels of 
functional disability (e.g., Benjamins 2004; Idler and Kasl 1997). This relationship appears to 
be very stable within the elderly population, that is, no significant age or sex differentials 
have  been  observed.  Correlations  between  private  religiousness  and  disability,  however, 
sometimes even suggest more limitations among more religious elders. This finding could not 
be shown to be stable, though, and there are no apparent explanations for such an effect (see 
Benjamins 2004; Idler and Kasl 1992, for example). – Religious beliefs and activities have 
also been suggested to be associated with better immune function, lower death rates from 
cancer, less heart disease or better cardiac outcomes, as well as lower blood pressure and 
lower cholesterol (Koenig 2004: 1195).   4 
There seems to be some consensus that higher levels of religiosity may be inversely 
associated with the prevalence of depression scores and other measures of mental health (cf. 
Hackney  and  Sanders  2003;  Koenig  and  Larson  2001;  McCullough  and  Larson  1999), 
particularly among older religious adults (e.g., Kennedy at al. 1996; Norton et al. 2006). 
Different kinds of religious involvement appear to be more or less strongly associated with 
mental health, though, and studies pointing to such differences are difficult to compare. On 
the one hand, Hackney and Sanders (2003: 51) conclude from a meta-analysis of 34 studies 
that “an overall pattern can be seen in which using institutional religiosity as the defining 
characteristic  produces  the  weakest  (and  the  only  negative)  correlations  […  with 
psychological adjustment …], and personal devotion producing the correlations of greatest 
magnitude.” McCullough and Larson’s (1999: 134) review of 80 studies, on the other hand, 
suggests that people “who are involved frequently in organized religion and who highly value 
their  religious  faith  for  intrinsic  reasons  are  at  a  substantially  reduced  risk  of  depressive 
disorder and depressive symptoms. […] Conversely, people who are involved in religion for 
reasons of self-interest are at a decidedly higher risk for depressive symptoms. [Moreover, 
…] particularly private religious activities and religious beliefs [appear] to bear no lawful 
association with measures of depression”. A robust finding seems to be that Jews and people 
with no religious affiliation are at elevated risks of depressive symptoms (e.g., Kennedy et al. 
1996). 
Previous  studies  investigating  the  relationship  between  religiosity  and  health  have 
focused on four dimensions of religion (e.g., George et al. 2002; Idler et al. 2003): religious 
affiliation or membership (i.e., being a Catholic, Protestant, etc.; e.g., Kennedy et al. 1996), 
public religious participation (i.e., attending formal services or activities; e.g., Idler and Kasl 
1997), private religious practices (such as prayer or meditation; e.g., Ai et al. 2002), and 
religious coping (the extent to which individuals turn to religion when coping with problems;   5 
e.g., Krause et al. 2001). Considerable efforts have been made to identify the mechanisms 
through which these various form of religious involvement may influence people’s physical 
and mental well-being (see Ellison and  Levin, 1998, for an overview). Major effects are 
suggested to result from more favorable health behavior and practices among those being 
religiously  involved,  from  greater  social  integration  and  support  within  religious 
communities, as well as from greater psychological and coping resources (see also George et 
al. 2002). 
The scope of our study is limited to private religious activities, which we measure by 
the individual’s self-reported frequency of prayer. Prayer has been shown to measure the 
broader  dimension  of  ‘religiosity’  for  different  religious  groups  and  across  European 
countries as well as, for example, church attendance does (Wolf 2005: 288f.). Moreover, 
prayer has often been reported to be the most common form of religious practice (e.g., Krause 
2004) and in U.S. national samples at least one third of the adult respondents reported to use 
prayer for health concerns (e.g., Bearon and Koenig 1990; Bell et al. 2005; McCaffrey et al. 
2004). Studies suggest that prayer or other private religious activities may be associated with 
better health outcomes and prolonged survival  (e.g., Helm et al. 2000; Meisenhelder and 
Chandler 2001). It is argued that much of the positive effect of prayer or religiosity on health 
is mediated through optimism and hope, which improves individuals’ capability to cope with 
illness (e.g., Ai et al. 2002; Van Ness and Larson 2002; Weaver and Flannelly 2004). Also, 
Krause (2003), for example, reports positive effects of praying for others, which is suggested 
to  enhance  positive  self-feelings  (see  Byrd,  1988,  for  further  evidence  of  positive  health 
outcomes  resulting  from  intercessory  prayer).  Still,  although  a  substantial  amount  of 
“research shows that prayer may enhance the health of those who are significantly ill, […] it 
fails to provide a convincing explanation for why this may be so.” (Krause 2004: 1219) 
   6 
Method 
The data for this study are drawn from the first public release version of the 2004 ‘Survey of 
Health, Aging and Retirement in Europe’ (SHARE; for an overview see Börsch-Supan et al. 
2005). SHARE is modeled closely after the U.S. ‘Health and Retirement Study’ and it is the 
first  data  set  to  combine  extensive  cross-national  information  on  socio-economic  status, 
health, and family relationships of Europe’s elder population. Release 1 of the data contains 
information  from  some  22,000  computer  assisted  personal  interviews  (CAPI)  with 
individuals aged 50 and older in 10 countries: Sweden, Denmark, Germany, the Netherlands, 
France, Switzerland, Austria, Italy, Spain, and Greece. Our analytic sample does not include 
France,  though,  because  information  on  the  respondents’  frequency  of  prayer  was  not 
collected in this country. 
Probability  samples  were  drawn  in  each  participating  country.  However,  the 
institutional conditions with respect to sampling in the participating countries are so different 
that a uniform sampling design for the entire project was infeasible. As a result the sampling 
designs used vary from a simple random selection of households (in the Danish case, for 
example, from the country’s central population register) to rather complicated multi-stage 
designs (as, for example, in Greece, where the telephone directory was used as a sampling 
frame). The weighted average household response rate in the face-to-face part of the survey is 
62%  (a  thorough  description  of  methodological  issues  is  contained  in  Börsch-Supan  and 
Jürges  2005).  Because  the  information  about  one’s  frequency  of  prayer  is  collected  in 
SHARE’s self-completion questionnaire, the analysis is restricted to those who participated in 
this part of the survey (= 81% of all respondents), which leaves us with a total of slightly less 
than 14,500 observations for our study. 
Altogether,  four  binary  health  status  variables  will  be  used  as  left-hand  side 
(‘dependent’)  variables  in  our  logistic  regression  models.  These  variables  have  been   7 
generated from the SHARE raw data by the SHARE working groups on physical and mental 
health and are provided with the public release version of the data. First, the originally five 
answer categories of the self-perceived general health variable – ranging from ‘excellent’ to 
‘poor’ –  were recoded into a new variable that equals 1, if the respondent reports less than 
‘very good’ health, 0 otherwise. Second, our general physical health variable is coded 1, if 
the respondent reports to suffer from two or more chronic conditions (such as heart problems, 
high blood cholesterol, diabetes, etc.), 0 otherwise. Third, functional limitations are coded 1, 
if one or more ADL (e.g. problems with eating, bathing, dressing) or IADL (e.g. problems 
with housework, shopping, preparing meals) limitations are reported, 0 otherwise. Fourth, 
based on the Euro-D scale (cf. Prince et al. 1999), our depression variable is coded 1, if 
respondents report to have suffered from depressive symptoms during the month before the 
interview, 0 otherwise. 
Control variables cover socio-demographic characteristics (three age categories and 
sex), socio-economic status (binary indicators of education – derived from the International 
Standard  Classification  of  Educational  Degrees  –  and  income  adequacy),  family  social 
resources (whether the respondent lives with a partner or has any children still alive), and 
health behaviors (measures of BMI, physical activities, tobacco and alcohol consumption) of 
the respondents. 
Finally, our main (‘explanatory’) variable of interest is derived from answers to the 
question: “Thinking about the present, how often do you pray?”, where the originally six 
answer categories – ranging from ‘more than once a day’ to ‘never’ – are collapsed into three 
categories: ‘(almost) daily’, ‘weekly or less often’, and ‘never’. Descriptive sample statistics 
for all variables are displayed in Table 1. Observations with missing values (i.e., ‘refusals’ or 
‘don’t knows’) in the right-hand side variables are flagged with indicator variables, which we   8 
include in all regressions but do not display in the tables. Generally, missing values are only a 
minor issue here, affecting at most 3% of the observations in our sample. 
 




To begin with, a simple cross-tabulation of respondents’ frequency of prayer by country shall 
inform  us,  whether  regionally  distinct  ‘religious  regimes’  –  whose  existence  has  been 
suggested in the literature (e.g., Campbell and  Curtis 1994; Voas 2004) – might also be 
reflected in our data. Table 2 clearly shows that three regional clusters can be identified. First 
the  Mediterranean  cluster,  whose  countries  exhibit  the  highest  levels  of  private  religious 
activity in our study. More than half of the Greek respondents, 49% of the Italians and still 
42% of older Spaniards report ‘(almost) daily’ prayer. Secondly, a more sporadic engagement 
in prayer, i.e. ‘weekly or less often’, is observed in Austria (54%), Germany (44%), and 
Switzerland (41%). And finally, a third group of countries, characterized by high proportions 
of elders who ‘never’ pray, consists of Sweden (56%), Denmark (49%), and the Netherlands 
(42%).  Different  from  the  two  Scandinavian  countries  where  only  15-20%  of  the  older 
population pray daily, about one-third of the Dutch sample reports to pray frequently. While 
this suggests some kind of ‘religious polarization’ among the 50+, the Netherlands must still 
be  considered  as  one  of  the  most  secularized  countries  in  Western  Europe  today  (cf. 
Knippenberg  1998).  With  one  exception  –  the  Netherlands  –  our  grouping  of  the  nine 
SHARE countries in ‘high’, ‘medium’, and ‘low’ religiosity areas is congruent with the three 
distinct regions identified by Voas (2004), for example, on the basis of their predominant 
religious  denomination(s):  the  ‘mixed’  Franco-German  core  (Austria,  Germany,  the   9 
Netherlands, and Switzerland), the Catholic fringe (Italy, Spain, and – though Orthodox – 
Greece), and the Protestant but relatively secular Northern fringe (Denmark and Sweden). 
 
[Table 2 about here] 
 
In the next – still bivariate descriptive – step of analysis for the full SHARE sample, we 
run pooled logistic regressions of ‘prayer’ on the four health indicators described above (see 
Table 3). Each of the health variables is significantly correlated (p < .01) with individuals’ 
frequency of prayer. Having in mind findings of previous research, though, the direction of 
the association is seemingly counterintuitive: on all dimensions, individuals fare worse the 
more  frequently  they  pray.  However,  one  must  keep  in  mind  that  this  cross-sectional 
correlation cannot be interpreted as evidence for a negative causal impact of religiosity on 
health  (see  the  concluding  section  for  a  discussion).  Next  we  investigate,  whether  the 
observed bivariate associations will hold once we control for other health related individual 
characteristics  in  a  multivariate  model,  and  whether  the  strength  and  direction  of  the 
correlations varies across the regional clusters identified above. 
 
[Table 3 about here] 
 
Multivariate results 
The outcome of our control variables in the pooled sample, which we will discuss first, is 
generally as could be expected from previous studies of elders’ physical and mental health 
(Table 4; for recent analyses using the SHARE data, for example, see Avendano et al 2005; 
Mackenbach et al. 2005; Dewey and Prince 2005). On all four dimensions covered in our 
study, health declines significantly with the respondents’ age and women’s health is usually   10 
poorer than that of men. Higher levels of education and an adequate income to make ends 
meet  are  positively  correlated  with  better  health  outcomes.  There  is  no  straightforward 
relationship between health and our measures of family social resources. A high BMI and 
physical inactivity are both clearly associated with poorer health outcomes, while the results 
for  smoking  and  alcohol  consumption  are  ambiguous  or  not  statistically  significant, 
respectively. 
Turning  to  our  ‘explanatory’  variable  –  frequency  of  prayer  –  the  multivariate 
regression confirms the results of the bivariate analysis. The observed coefficients indicate 
that respondents who pray (almost) daily are more likely to report less than very good health 
(OR = 1.38; p < .01), to suffer from chronic conditions (OR = 1.14; p < .01) or functional 
limitations (OR = 1.15; p < .05), and to exhibit symptoms of depression (OR = 1.26; p < .01) 
than their counterparts who never pray. Significant differences between the latter (reference) 
group  and  individuals  who  pray  occasionally,  i.e.  ‘weekly  or  less  often’,  only  remain, 
however, if the probability to perceive one’s own health as less than very good (OR = 1.11; p 
< .05) is considered. 
 
[Table 4 about here] 
 
When  estimating  separate  multivariate  models  for  each  of  the  regions  identified  in 
Table 2 as having ‘low’, ‘medium’ or ‘high’ levels of religiosity, the previously statistically 
significant  association  of  prayer  with  the  four  health  outcomes  in  our  analysis  tends  to 
disappear (see Table 5), probably as a result of the substantially lower sample size in each 
single regression. Still, a significantly negative correlation between (almost) daily prayer and 
functional limitations is found in southern Europe (Greece, Italy, and Spain; OR = 1.32; p < 
.01), whereas a negative relationship with general physical health, i.e. chronic conditions, is   11 
observed in the northern European countries (Denmark, Sweden, and The Netherlands; OR = 
1.60; p < .01). Self-perceived health turns out to bear no significant association with prayer in 
the ‘medium’ group of countries (Austria, Germany, and Switzerland) only, while elevated 
risks of less than ‘very good’ health among those praying frequently are observed elsewhere. 
χ
2-tests comparing the coefficients of the explanatory variables in each of the models suggest 
that the negative religion-health nexus observed on the self-perceived and general physical 
health dimensions is strongest in the southern, i.e. most religious countries (p < .05). 
 
[Table 5 about here] 
 
Discussion 
Exploiting the 2004 ‘Survey of Health, Ageing and Retirement in Europe’, this paper is the 
first to provide a comprehensive investigation of the relationship between private religious 
involvement  and  various  dimensions  of  older  adults’  physical  and  mental  health  in  a 
representative sample of older adults from nine continental European countries. 
Our empirical findings are clear: even when controlling for a large array of potentially 
confounding  variables,  we  detect  a  statistically  significant  negative  correlation  between 
individuals’  frequency  of  prayer  and  all  four  health  outcomes  in  the  analysis.  Moreover, 
although we identified three distinct regional clusters of ‘low’, ‘medium’, and ‘high’ levels of 
religiosity  –  following  a  north-south  gradient  –  only  minor  systematic  variation  in  the 
individual-level  prayer-health  nexus  across  these  diverse  contexts  is  observed:  in  the 
Mediterranean countries, which exhibit the highest shares of elders who pray (almost) daily, 
the negative association between private religious involvement and self-reports of poor health 
or chronic conditions is stronger than elsewhere in Europe. What drives these results remains 
an open research question for future studies.   12 
The  cross-sectional  evidence  from  SHARE  is  less  contradictory  to  related  U.S. 
evidence  than  it  might  appear  at  first  glance.  Despite  the  frequently  portrayed  positive 
relationship  between  greater  religiosity  and  better  health  outcomes,  the  picture  quickly 
becomes  ambiguous  if  one  turns  to  specific  studies  and  associations  between  particular 
dimensions of religion and health. Meisenhelder and Chandler (2001: 327; italics not in the 
original), for example, note that it is “a generally accepted axiom […] that people turn to God 
in their hour of need. Thus, if physical health impacted frequency of prayer, the results would 
likely show frequency of prayer related to poorer health, not better perceived general health 
[…].”Also, not many studies investigated the relationship between prayer and depression for 
the older U.S. population in particular. We are reluctant to follow McCullough and Larson’s 
(1999) finding of no apparent association between private religious activities and measures of 
depression, because this is based on studies for the general population and at least our own 
findings for Europe indicate that this relationship might be more significant among elders 
(but see Koenig et al. 1998). 
The present study has two obvious limitations. First, while our analysis accounts well 
for various dimensions of people’s health, its measure of religiosity is limited to one specific 
private  religious  activity.  Although  the  use  of  church  membership  and  attendance,  for 
example, is not without methodological problems (e.g., Flannelly et al. 2004; Wolf 2005), 
including the public sphere of religiosity would add substantially to a more comprehensive 
account  of  the  religion-health  connection  in  Europe  (see  also  Idler  et  al.  2003).  Second, 
although  SHARE  is  designed  to  become  a  panel  study  (cf.  Boersch-Supan  et  al.  2005: 
Chapter 1), the currently available data are yet cross-sectional. Thus, no statements about any 
causal relationships underlying the observed negative correlations between prayer and self-
perceived  general  health  or  depression  can  be  made.  Does  poor  health  impact  greater 
religiosity as persons seek solace and comfort (e.g., Larson and Koenig 2001: 70), or does a   13 
“potential dark side of religion” (e.g. religious doubt; Krause 2004: 1219f.) harm individuals’ 
well-being? A longitudinal study might even reveal a positive association between prayer and 
health outcomes, including mortality (e.g., Helm et al. 2000). Although much further research 
needs  to  be  done  –  particularly  with  regard  to  a  better  theoretical  understanding  of  the 
mechanisms  driving  the  religion-health  nexus  –  the  evidence  presented  here  nevertheless 
suggests that religion deserves to be considered in future health studies and continues to be a 
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Tables 
 
Table 1: Pooled descriptive sample statistics 
Variable  Unweighted mean (standard deviation) 
Frequency of prayer   
‘(almost) daily’  .32 
‘weekly or less often’  .36 
‘never’  .30 
Health status   
Less than ‘very good’ self-perceived general health  .67 
General physical health – 2+ chronic diseases  .40 
1+ functional limitations  .18 
Symptoms of depression  .23 
Demographics & SES   
Age 50 – 64  .54 
Age 65 – 74  .28 
Age 75+  .18 
Female  .55 
Low education  .50 
Medium education  .31 
High education  .19 
Easy to make ends meet
a  .63 
Social resources   
Living with partner  .73 
Any children alive  .89 
Continued next page …   21 
 
Table 1 (cont’d.): Pooled descriptive sample statistics 
Variable  Unweighted mean (standard deviation) 
Health behaviors   
Body Mass Index  26.4 (4.2) 
Physically inactive
b  .08 
Current smoker  .20 
Former smoker  .28 
Never smoker  .51 
> 2 glasses of alcohol per day  .12 
Notes: 
a This variable is based on the item “Thinking about your household’s total monthly income, 
would you say that your household is able to make ends meet …” and is coded 1, if the respondent 
answered ‘fairly easily or easily’, 0 otherwise. 
b This variable is coded 1, if the respondent answered 
‘hardly ever or never’ to the question: “How often do you engage in vigorous physical activity, such 
as sports, heavy housework, or a job that involves physical labour?”, 0 otherwise. 
Source: SHARE 2004 (Release 1), authors’ calculations. 
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Table 2: Frequency of prayer among the 50+ in nine European countries (in percent) 
  Frequency of prayer 
  ‘(almost) daily’  ‘weekly or less often’  ‘never’ 
Countries with ‘high’ levels of 
religiosity 
     
Greece (n = 1,810)  53.5  40.4  6.0 
Italy (n = 1,451)  49.4  34.8  15.8 
Spain (n = 1,527)  41.7  38.0  20.3 
Countries with ‘medium’ levels 
of religiosity 
     
Austria (n = 1,673)  25.6  54.3  20.1 
Germany (n = 1,845)  20.5  44.3  35.2 
Switzerland (n = 676)  36.6  41.4  22.0 
Countries with ‘low’ levels of 
religiosity 
     
Denmark (n = 1,136)  21.1  29.9  49.0 
Sweden (n = 2,050)  14.2  30.2  55.6 
The Netherlands (n = 1,980)  34.8  23.6  41.6 
All countries (n = 14,148)  32.5  37.1  30.4 
Source: SHARE 2004 (Release 1), weighted percentages, authors’ calculations. Missing values (= 2.5 
percent of the total sample) are excluded. 
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Table  3:  Results  of  pooled  bivariate  logistic  regressions  of  ‘prayer’  on  various  health 
outcomes – odds ratios (standard errors) 
 
Frequency of prayer 














‘never’ (ref.)  1  1  1  1 
‘weekly or less often’  1.263**  1.069  1.186**  1.171** 
  (5.47)  (1.57)  (2.95)  (3.00) 
‘(almost) daily’  1.917**  1.547**  1.886**  1.982** 
  (14.12)  (10.06)  (11.34)  (13.35) 
Pseudo-R
2  0.012  0.006  0.011  0.014 
n  14,494  14,486  14,488  14,410 
Source: SHARE 2004 (Release 1), authors’ calculations. Missing value indicator variables are not 
displayed.  *p < .05. **p < .01. 
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Table 4: Results of pooled multivariate logistic regressions for various health outcomes – 
odds ratios (standard errors) 














Frequency of prayer         
‘never’ (ref.)  1  1  1  1 
‘weekly or less often’  1.109*  0.954  0.997  0.971 
  (2.26)  (1.05)  (0.04)  (0.53) 
‘(almost) daily’  1.383**  1.139**  1.148*  1.258** 
  (6.37)  (2.69)  (2.14)  (4.03) 
Demographics & SES         
Age 50 – 64 (ref.)  1  1  1  1 
Age 65 – 74  1.644**  2.118**  1.728**  1.004 
  (11.12)  (17.86)  (9.41)  (0.08) 
Age 75+  2.704**  3.177**  3.716**  1.337** 
  (15.78)  (21.85)  (20.65)  (4.81) 
Female  1.191**  1.293**  1.445**  2.103** 
  (4.21)  (6.33)  (6.63)  (15.00) 
Low education (ref.)  1  1  1  1 
Medium education  0.723**  0.829**  0.726**  0.740** 
  (7.32)  (4.41)  (5.53)  (5.90) 
High education  0.491**  0.784**  0.604**  0.653** 
  (13.87)  (4.65)  (6.51)  (6.46) 
Easy to make ends meet  0.630**  0.785**  0.730**  0.539** 
  (10.72)  (6.15)  (6.20)  (13.82) 
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Table 4 (cont’d.): Results of pooled multivariate logistic regressions for various health 
outcomes – odds ratios (standard errors) 














Social resources         
Living with partner  1.062  0.919  0.735**  0.782** 
  (1.26)  (1.93)  (5.65)  (4.98) 
Any children alive  0.913  1.185**  1.032  1.029 
  (1.44)  (2.82)  (0.41)  (0.41) 
Health behaviors         
Body Mass Index  1.073**  1.077**  1.034**  1.011* 
  (14.05)  (16.67)  (6.16)  (2.35) 
Physically inactive  4.573**  1.655**  5.133**  3.230** 
  (13.10)  (7.53)  (23.94)  (17.49) 
Current smoker  1.119*  0.739**  0.981  0.965 
  (2.06)  (5.64)  (0.26)  (0.56) 
Former smoker (ref.)  1  1  1  1 
Never smoker  0.977  0.746**  0.892  0.863** 
  (0.51)  (6.64)  (1.90)  (2.76) 
2+ glasses of alcohol  1.011  0.938  0.792**  0.950 
  (0.20)  (1.12)  (2.83)  (0.73) 
Pseudo-R2  0.10  0.08  0.15  0.09 
n  14,494  14,486  14,488  14,410 
Source: SHARE 2004 (Release 1), authors’ calculations. Missing value indicator variables are 
not displayed. Observations with missing values for health status variables excluded. 
*p < .05. **p < .01.   26 
Table 5: Results of separate multivariate logistic regressions for countries with ‘low’, 
‘medium’, and ‘high’ levels of religiosity – odds ratios (standard errors) 














Countries with ‘low’ level of 
religiosity
a – frequency of prayer 
     
‘never’ (ref.)  1  1  1  1 
‘weekly or less often’  1.074d  1.021  1.202  1.018 
  (1.01)  (0.29)  (1.86)  (0.20) 
‘(almost) daily’  1.345d**  0.998  1.315**  1.174 
  (3.80)  (0.03)  (2.69)  (1.71) 
Pseudo-R
2  0.08  0.07  0.14  0.06 
n  5,317  5,314  5,314  5,274 
Countries with ‘medium’ level of 
religiosity
b – frequency of prayer 
     
‘never’ (ref.)  1  1  1  1 
‘weekly or less often’  0.856e  0.914e  1.105  0.975 
  (1.80)  (1.07)  (0.82)  (0.24) 
‘(almost) daily’  1.070e  0.999e  1.256  1.089 
  (0.64)  (0.01)  (1.67)  (0.70) 
Pseudo-R
2  0.10  0.07  0.19  0.09 
n  4,292  4,292  4,290  4,272 
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Table 5 (cont’d.): Results of separate multivariate logistic regressions for countries with 
‘low’, ‘medium’, and ‘high’ levels of religiosity – odds ratios (standard errors) 














Countries with ‘high’ level of 
religiosity
c – frequency of prayer 
     
‘never’ (ref.)  1  1  1  1 
‘weekly or less often’  1.103  1.179  0.916  0.804 
  (0.91)  (1.60)  (0.63)  (1.93) 
‘(almost) daily’  1.417f**  1.601f**  1.146  1.062 
  (3.12)  (4.52)  (0.99)  (0.54) 
Pseudo-R
2  0.12  0.11  0.17  0.10 
n  4,885  4,880  4,884  4,864 
Source: SHARE 2004 (Release 1), authors’ calculations. Control variables (see Table 4) and missing 
value  indicator  variables  are  not  displayed.  Observations  with  missing  values  for  health  status 
variables excluded. 
a Denmark, Sweden, and The Netherlands. 
b Austria, Germany, and Switzerland. 
c  Greece,  Italy,  and  Spain. 
d  Coefficient  significantly  different  from  coefficient  in  ‘medium’ 
regression (p < .05; χ
2-test). 
e Coefficient significantly different from coefficient in ‘high’ regression 
(p < .05; χ
2-test). 
f Coefficient significantly different from coefficient in ‘low’ regression (p < .05; 
χ
2-test). 
*p < .05. **p < .01. 
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